Aim To identify factors which determine the quality of school-based programmes targeting healthy eating and physical activity. These constitute an empirical basis for the development of the HEPS quality checklist, which is one outcome of the HEPS project (Healthy Eating and Physical Activity in Schools). Methods A narrative review was conducted using PubMed, PsycInfo, ERIC, and Web of Science as primary data sources. Results Based on the literature search, three categories of quality features could be identified: (1) general quality features (e.g. definition of goals/target group, degree of training and support, implementation fidelity), (2) quality features related to healthy eating and physical activity (e.g. focus on multiple components, cooperation with partners outside the school setting), and (3) quality features related to the school setting (e.g. link between health and education, programme fit with school routines and teaching/learning conditions). On the basis of these results, the HEPS quality checklist has been developed which comprises four dimensions, 10 criteria, and 37 measureable indicators.
Introduction
Overweight and obesity are mainly the result of an imbalance between energy intake and energy output. Although some authors conclude that prevalence rates may have plateaued (e.g. Lien et al. 2010) , overweight still remains a global public health problem that affects more than 20 % of young people from Europe (with highest rates in Greece and lowest in Denmark and the Netherlands; Currie et al. 2012) . Research clearly indicates that the causes of overweight are complex, including biological, cultural, and environmental factors (Lobstein et al. 2004; Swinburn 2008) . As argued by Swinburn (2008) , amongst all factors, the increasing obesogenic environment (e.g. availability of low cost food and energy saving machines) may be seen as a key driver in the overweight epidemic.
Schools as primary living environments can have a major impact on the energy balance of children and adolescents. These factors range from school policies (e.g. the school's mission statement, the school's values concerning health promotion), the provision of food (e.g. vending machines, school shops, quality of school meals), the curriculum (e.g. health topics taught in school lessons, physical activity breaks), the school environment (e.g. attractiveness of the playground, access to school facilities outside school hours), to the surrounding community (e.g. safe and activity friendly route to and from school, number of sweet and fast food shops around the school). Furthermore, regardless of socioeconomic and cultural background, almost all young people can be easily reached over a number of years through compulsory school education. For these reasons, schools can be seen as ideal venues for holistic health promotion and prevention measures.
In light of this, an incredible wealth of projects and programmes on the prevention of overweight, respectively, the promotion of healthy eating and physical activity have been developed and implemented within the school arena. Due to the increasing importance of health promotion, questions regarding the evidence base, efficacy, and quality assurance have become more important during recent years (Aro et al. 2005) . On the basis of the best available evidence, promising measures need to be developed, disseminated and implemented effectively over a long term so that more young people can benefit from them. Moreover, it may be assumed that each health topic (such as overweight prevention) as well as each setting (such as the school) is associated with specific quality demands and requirements. However, most quality instruments available in the field are unspecific, i.e. do not take these issues into consideration (e.g. GEP, NIGZ, VIG 2005; Quint-essenz 2007) . Hence, the aim of the present paper is to describe factors that determine the quality and efficacy of school-based programmes on healthy eating and physical activity. These factors constitute the basis for the development of the HEPS quality checklist which is introduced as an innovative tool to support health promotion practitioners and stakeholders to select, assess or create promising school-based programmes on healthy eating and physical activity.
The HEPS project HEPS (Healthy Eating and Physical Activity in Schools) is a policy project on a European level, which ran from 2008 to 2011. Full details of the background, aims and main results of the project can be found elsewhere (Simovska et al. 2012) . In short, based on the Health Promoting School approach, HEPS aimed at the development, implementation and evaluation of effective national policies and sustainable school practices concerning health promotion and prevention of childhood and adolescent overweight in EU member states. In close cooperation with the Schools for Health in Europe (SHE) Network the so-called HEPS schoolkit has been developed, which consists of five components:
1. HEPS guidelines: a set of principles on promoting healthy eating and physical activity in schools, meant for organizations working on the national level in Europe (Boonen et al. 2009 ) 2. HEPS advocacy guide: a tool assisting those advocating for the development of national school policy towards promoting healthy eating and physical activity (Bada et al. 2009 ) 3. HEPS inventory tool: a set of quality criteria for school based programmes on healthy eating and physical activity, meant for stakeholders working on a regional and national level in Europe ) 4. HEPS Tool for Schools: a manual for schools to support the introduction and implementation of a school programme on healthy eating and physical activity (Simovska et al. 2010 ) 5. HEPS Teacher Training Resource: a programme to train teachers to promote healthy eating and physical activity in schools in Europe (Lee et al. 2010 ).
The present paper aims to describe the theory and evidence base of the HEPS quality checklist which is the core of the HEPS inventory tool .
Methods

Defining quality
Quality, in its broadest sense, refers to the nature or attributes of a specific subject. According to the International Organization for Standardization, quality is defined as the degree to which the characteristics of a subject (e.g. a school-based programme) meet all requirements. In health promotion and prevention, there is little consensus regarding the requirements which constitute quality and hence best practice. Originating from the clinical concept of 'evidence based medicine', quality in health promotion and prevention is often defined in terms of efficacy alone by relying on high quality evaluations (e.g. randomized controlled trials). This exclusive perspective has led to the neglect of experiences and good practice examples reported in less high-quality studies. However, as recently emphasized (King et al. 2010) , quality and best practice outside the clinical setting are rarely based on efficacy alone. Especially in health promotion and prevention there has been a shift in recent years to also look at the development and implementation process and its influence on the success of programmes and measures (e.g. Barry et al. 2005; Durlak and DuPre 2008) . This perspective constitutes 'the how' and is as important as 'the what' (King et al. 2010) . Based on this, a multifaceted understanding of quality and best practice is applied which considers both, evidence on actions ('the what') and experiences on implementation in a given context ('the how').
Literature search
To identify factors that determine the quality of schoolbased programmes on healthy eating and physical activity, a narrative review was performed. Narrative reviews are a form of literature overview which summarize and describe the state of research in a certain field (Collins and Fauser 2004) . They are useful in presenting a broad research perspective in a condensed and readable format. However, narrative reviews have their clear limitations as they lack a systematic approach which would permit reproduction. This includes, e.g. a subjective bias through a lack of clear selection criteria. To overcome this problem we used a priori defined inclusion and exclusion criteria. To be included, papers had to be published from 2000 onwards and needed to focus on school-aged children and adolescents (6-18 years). Although a special focus has been put on peerreviewed and quantitative papers (especially systematic reviews and meta-analyses as they reflect the highest level of research evidence), non-peer-reviewed publications were also considered if relevant. The following exclusion criteria were applied: (1) papers not published in English or German language, (2) papers that were published before 2000, and (3) studies that were not focused on health promotion/primary prevention (e.g. programmes focusing on treatment). Papers included in the review were identified by keyword searches of PubMed, PsycInfo, ERIC, and Web of Science. Key words searched included e.g. quality, impact, effectiveness, efficiency, success (as quality related terms) in combination with 'healthy eating', physical activity, overweight, obesity (as thematic related terms) and children, adolescents, pupils, school-based programme or school-based intervention (as setting and target group related terms). Since we were interested in all forms of evidence (research and practice based), we refrained from performing a quality assessment of the included studies. The search was performed step wise by (1) initial screening of publication titles retrieved, (2) analysis of abstracts and, (3) acquisition and analysis of relevant full texts. After the literature search was performed by the first author, the findings were analysed and discussed within the project group.
Results
Based on the literature search, 28 publications were considered as relevant. The majority of these are systematic reviews (n014) on various topics such as the effectiveness of schoolbased health promotion and prevention programmes with specific focus on physical activity, healthy eating but also on the relationship between health and education. Additionally, a number of narrative reviews (n05), meta-analysis (n03) and intervention studies (n02) were included in the analysis. The remaining publications (n04) account for non-intervention studies (e.g. epidemiological studies) or general thematic overviews. In the course of analysing the publications, three broad categories of quality characteristics emerged: (1) general quality features with relevance for all health promotion programmes, (2) quality features related to programmes on healthy eating and physical activity (thematic focus), and (3) quality features related to programmes implemented in the school setting (setting focus).
General quality features
A number of factors were identified that proved to be important for all health promotion and prevention programmes, completely independent of their implementation setting or thematic focus. In this context, a clear and specific definition of the target group and the goals are of key importance for every health promotion and prevention programme (Ader et al. 2000) . Based on a comprehensive needs assessment (e.g. about health risks, their prevalence, scope and consequences but also of the setting) a precise definition (i.e. by taking different criteria such as age, gender, cultural background into account) of the target group should be done. Moreover, promising programmes are based on a clear and measureable goal system consisting of main and subordinate targets. In contrast, too broad and unspecific programme goals increase the risk that their degree of attainment cannot be measured sufficiently in the evaluation phase.
A further important factor concerns the degree to which the programme is theory driven and based on an intervention theory (Nation et al. 2003; Peters et al. 2009 ) and whether evidence concerning the intervention basis is available. Although this aspect can be presumed as a given fact, Nation et al. (2003) conclude in their review, that it is often overlooked in practice. Effective programmes are based on a theoretical and evidence-based understanding about the determinants of the targeted health issue and their linkage and derives their measures from a sound scientific intervention theory.
Programmes which are rooted in a concept of health promotion are characterised by a set of basic principles such as resource orientation, participation or empowerment. These health promotion principles are critical to programme success, e.g. by enabling young people to take influence on the determinants of their health which in turn increases the probability of long-lasting health gains. Moreover, these principles influence the way the programme is implemented (Ader et al. 2000) . For example, the motivation and willingness to attend and implement a programme depends on the degree to which the target group (e.g. pupils) and multipliers (e.g. teachers) are actively involved in the planning phase.
The increasing evidence base within implementation research yielded a number of factors which should be considered by all health promotion and prevention programmes. Firstly, programmes that provide training and support for those who implement it seem to be more promising than those who do not (Ader et al. 2000; Fagan and Mihalic 2003; Gottfredson and Gottfredson 2002; Nation et al. 2003) . This is especially important for educators who mostly are insufficiently prepared in health topics in their study. These trainings give programme staff all knowledge and skills as well as a feeling of self-confidence to deliver the programme content. In this context, the amount of organizational support is crucial for successful programme realisation. Kam et al. (2003) e.g. demonstrate that adequate support from school principals contributed to the effectiveness of the Promoting Alternative THinking Strategies (PATHS) curriculum. Secondly, there also is evidence that implementation quality is greater for programmes that offer a structured plan or manual which guides its users in how to realise the intervention and makes deviations from the intended programme implementation less likely (Gottfredson and Gottfredson 2002) . Thirdly, the previous point refers to implementation fidelity and completeness which have gained more attention during recent years. This term describes the degree to which the programme or its core elements are delivered as planned (e.g. Barry et al. 2005) . In their review, Dusenburry et al. (2003) found evidence that poor implementation fidelity of drug abuse prevention programmes is associated with decreased programme effectiveness. Despite these findings, the increasing call for implementation fidelity often runs contrary to the desires of practitioners to adapt the programme to the specific needs and situation of the implementation setting. However, a clear definition of non-adaptable core elements seems crucial to avoid that the programme is 'diluted' in its everyday use, e.g. by 'cherry-picking'. Otherwise it would be not clear if poor outcomes are caused by an ineffective programme, or a programme which is implemented poorly (Barry et al. 2005) .
Finally, an outcome evaluation of health promotion and prevention measures is necessary to determine its effectiveness (Ader et al. 2000; Nation et al. 2003) . Preferably, all evaluation methods and procedures (e.g. research design, sampling) should be based on sound empirical theory and research. It is important to distinguish different outcome levels which can be achieved at different points in time. Next to short-term effects such as changes in attitudes and knowledge, there are intermediate outcomes (e.g. behaviour and environmental change) as well as direct health outcomes (e.g. reduction of overweight) which, according to Nutbeam (1998) , reflect the end of the outcome chain. Moreover, with view to sustainability, promising programmes have also to demonstrate that the costs do not exceed the achieved benefits. Particularly in times of scarce resources this aspect will become increasingly important in future health promotion.
Quality features related to healthy eating and physical activity
This category comprises factors that have proven to be promising with regard to programmes on healthy eating and physical activity. The sources for these are the numerous systematic reviews and meta-analyses which have been carried out in recent years (Bautista-Castaño et al. 2004; Brown and Summerbell 2008; Dobbins et al. 2009; Katz et al. 2008; Kropski et al. 2008; Seo and Sa 2010; Stice et al. 2006; van Cauwenberghe et al. 2010; van Sluijs et al. 2007; Waters et al. 2011) .
Despite partially mixed findings, there is a growing tendency towards successful programmes which are focused on multiple components. This includes, on the one hand, programmes which combine individual measures (e.g. knowledge, attitudes, and motivation) and environmental measures (e.g. facility development that promotes physical activity) Dobbins et al. 2009; Kropski et al. 2008; van Cauwenberghe et al. 2010; van Sluijs et al. 2007; Waters et al. 2011 ). On the other hand, it seems important to implement both nutrition and physical activity related components (Bautista-Castaño et al. 2004; Brown and Summerbell 2008; Kropski et al. 2008; Waters et al. 2011) . In their review of 38 studies, Brown and Summerbell (2008) concluded that combined diet and physical activity interventions are an effective strategy to prevent childhood overweight in the long term. In addition, the results of a recently published metaanalysis show, that among US minority children, programmes using three or more components (e.g. energy expenditure, energy consumption, sedentary behavior, counseling) reveal higher effect sizes than those using less components (d0.07 for one component, d0.33 for three components, d 0.71 for four components; Seo and Sa 2010). As shown in the review by , it is important to note that all these findings are also valid for European countries.
Another factor that emerged in the literature analysis concerns the need to cooperate with partners outside the school setting. This finding reflects the fact that overweight and obesity are influenced by a complex interplay of individual, social, environmental, and policy determinants. As described in a socio-ecological framework (e.g. Bronfenbrenners ecological model, Bronfenbrenner 1989) young people are highly influenced by their direct social environment (e.g. parents, peers, teachers) as well as wider environments (e.g. the neighborhood, community) which should not be neglected. First and foremost, parents affect health attitudes and behaviors of their children through shaping the conditions for healthy nutrition (e.g. quality of food and beverages, eating rules) and physical activity (e.g. joint excursions, rules concerning TV and computer consumption) at home. There is evidence showing that programmes with parental involvement were more effective than those without (Bautista-Castaño et al. 2004; Katz et al. 2008; Seo and Sa 2010; van Cauwenberghe et al. 2010; van Sluijs et al. 2007; Waters et al. 2011) . Seo and Sa (2010) e.g. estimate the effect size of programmes with parental involvement (n022) at d0.21 ,which significantly exceeds those without involvement of parents (n 010, d 0.05). Additionally, first indications also show that programmes with community involvement (e.g. community events, cooperation with community sport clubs) are promising in preventing overweight in young people (Dobbins et al. 2009; van Sluijs et al. 2007) .
According to recent studies, overweight and obesity are linked with psychosomatic complaints and mental disorders (Eschenbeck et al. 2009 ). Moreover, reduced physical activity in childhood and youth is associated with reduced self-efficacy (Valois et al. 2008) . Against this background it seems necessary that school-based programmes on healthy eating and physical activity also include aspects on mental health such as body image or coping strategies which prevent inappropriate eating behaviors (e.g. binge eating) in stressful situations. Surprisingly, these aspects have scarcely been examined within systematic reviews and meta-analyses.
Another important aspect concerns the duration and intensity of school-based programmes. Unfortunately, available research findings are very heterogeneous, allowing no clear answer to this question. While some findings suggest a longer programme duration of at least 12 months (Kropski et al. 2008) , other reviews recommend a programme duration of 6-12 months (van Sluijs et al. 2007) or under 16 weeks (Stice et al. 2006) . With regard to intensity (i.e. frequency), no studies could be found. Based on these mixed findings, it seems more appropriate to derive the programmes duration and intensity from the intervention theory and knowledge about the target group than relying on this scarce evidence.
Finally, there is also evidence indicating that programmes which take into consideration the specific requirements of the target group have a higher chance to be successful. In particular, cultural issues such as norms and values but also age, gender and stage of development have a strong influence on eating and activity preferences, attitudes and behaviors. Therefore each programme needs to tailor its content and its way of delivery to these specific aspects (Dobbins et al. 2009; Katz et al. 2008; Kropski et al. 2008; Seo and Sa 2010) .
Quality features related to the school setting
Finally, the analysis revealed a number of factors indicating that the school places specific requirements to health promotion and prevention programmes. As argued by Taras and Potts-Datema (2005) schools often perceive healthpromotion measures as supplanting time actually needed for teaching core subjects such as math or reading. However, a growing number of studies and reviews suggest a clear link between overweight, physical activity and educational outcomes such as academic performance (e.g. grade point average) and educational attainment (e. Dadaczynski (2012) e.g. found a small association between higher body weight and academic performance as well as educational level which was more pronounced for girls and adolescents than for boys and children. In regard to energy expenditure, the results of systematic reviews also demonstrate a positive association between physical activity, physical education and grade point average, perceived academic performance, mental health (e.g. selfesteem), as well as the ability to concentrate (Centers for Disease Control and Prevention 2010; Dadaczynski 2012; Singh et al. 2012; Trudeau and Shephard 2008) . All these results show that time taken from the school's core curricula to realise activities on healthy eating and physical activity do not jeopardise academic performance as often feared by educators. Rather, those activities can help to improve educational outcomes. Based on these findings, it can be expected that programmes which link their content to educational outcomes have a higher chance of being better implemented in the school. Furthermore, with regard to their evaluation, highquality programmes not only demonstrate a positive impact on health but also on educational outcomes (Murray et al. 2007; Singh et al. 2012) .
Another factor that emerged in the literature analysis is the degree to which the programme fits in with the school routines and teaching/learning conditions (Ader et al. 2000; Fagan and Mihalic 2003; Gottfredson and Gottfredson 2002) , like the compatibility criterion in Rogers' innovation theory (Roger 2003) . This feature is based on the assumption that the school setting is characterized by specific processes and routines which are different from other settings such as companies or the family. Schools have their own educational goals, time-tables, specific principles of methodology and didactics, as well as curricular and extracurricular activities. Promising programmes are integrated appropriately in the school context by, e.g., creating a link to the schools stated goals and being compatible with teaching time or different subjects within and outside the curriculum.
The HEPS quality checklist
As shown in the Results section, quality of school-based programmes on healthy eating and physical activity is a complex construct and requires consideration to be given to all three categories discussed above. The development of the HEPS quality checklist took place in the following four phases:
1. Based on the results of the literature analysis presented in the preceding, a preliminary draft version of a quality checklist has been developed by the partners in charge of this work package, resulting in a set of specific (i.e. measurable) indicators. These indicators were grouped into less-specific quality criteria which in turn were allocated to four broad quality dimensions. These quality dimensions were derived from Donebedians well-known systematisation (Donebedian 2003) , including quality of concept, structure, process and results. Based on various discussion and feedback rounds within the entire HEPS project group, the HEPS quality checklist has been adapted several times, e.g. by stepwise reducing the number of quality indicators (by eliminating redundant and less specific indicators) or by change wording and ordering of the quality indicators and criteria. 2. On completion of the first final draft, the HEPS quality checklist was pre-tested in 7 EU Member States with 15 stakeholders working on a national and regional level on school health promotion. To take into consideration the geographical scope, different EU Member States from the North (Denmark, Sweden), the South (Portugal), the West (Wales, Belgium) and the East (Poland, Lithuania) were selected. Respondents were asked to apply the HEPS quality checklist to two standardized (pre-packaged) school-based interventions on healthy eating and physical activity for which all required material was provided.
After exemplary application, all study participants were invited to complete a short questionnaire concerning the comprehensibility, usability, applicability, and acceptability of the HEPS quality checklist. Again the results were used to revise the checklist with regard to its extent and understandability. 3. A further revised version of the HEPS inventory tool (including the HEPS quality checklist) was introduced to the national SHE coordinators at an annual meeting of the Schools for Health in Europe (SHE) network. This step was of utmost importance, since the national coordinators of the SHE network are seen as key facilitators who are supposed to promote the implementation and dissemination of all HEPS products in their country (see also Simovska et al. 2012) . Hence, the discussion not only aimed at identifying further potential for improvement but also at strengthening the sensitivity for quality issues and the readiness to support the implementation of the HEPS inventory tool. 4. Finally, the HEPS quality checklist underwent final examination by the HEPS Education Panel. This panel consisted of several experts from the area of educational research and practice that reviewed all HEPS products prior to publication to ensure that these were adequately setting specific. The HEPS inventory tool was evaluated very positively with only minor modifications concerning educational terminology.
The final HEPS quality checklist comprises 4 quality dimensions, 10 quality criteria and 37 quality indicators (see the electronic supplementary material; ESM). As illustrated in Fig. 1 , the four quality dimensions constitute a starting point towards a holistic view on quality and its assessment. Furthermore, it is assumed that each dimension has an influence on the following one (i.e. failures and mistakes in the planning phase can result in problems and inconsistencies in the realisation). Based on a developmental perspective of quality, it is intended that the results of the assessment are used for continuous quality improvements.
The main target group of the HEPS quality checklist are national and regional stakeholders within Europe, i.e. governmental organisations (e.g. ministries, municipalities), 
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Overall programme quality Improvement Fig. 1 The circular HEPS quality model including quality dimensions and criteria public organisations (e.g. health insurances) and NGOs or private organisations (e.g. foundations, associations) working in the field of (school) health promotion and prevention. It is intended that these target groups use the HEPS quality checklist as an external assessment of already existing programmes operating in the field. Furthermore, the checklist can also be applied as a self-assessment tool, enabling providers to assess their own programme. The HEPS quality checklist contains a specific scoring system allowing each indicator to be assessed on a threepoint scale which ranges from 'fully achieved' (2 points), through 'partly achieved' (1 point) to 'not achieved' (0 points). The sum of points gained for each quality dimension, as well as for all dimensions, can be compared with an evaluation table. This allows a final division into three categories: high, average and low quality. It is suggested that each quality assessment should be carried out by at least two independent and trained persons, and that variations between assessment results should be discussed and consensus be sought. To increase a shared understanding and a high interrater reliability, the HEPS quality checklist contains a detailed description of each quality indicator. These give valuable insights about the meaning of the indicators and the criteria under which they can be considered to be fulfilled.
Discussion
Overweight and obesity in childhood and adolescence can be seen as global public health problems leading to a number of adverse effects throughout the entire life span. To tackle this problem, several calls have been made for effective and sustainable health promotion and prevention measures which should begin as early as possible in childhood and adolescence even before health attitudes and behaviors have been consolidated. Schools can be seen as one key setting where in the past an overwhelming variety of programmes on healthy eating and physical activity have been implemented. However, the question remains under which conditions these programmes are more successful in terms of implementation, effectiveness and sustainability.
Hence, the aim of the present paper was to identify factors that determine the success and quality of schoolbased programmes on healthy eating and physical activity. It is worth noting that our review is not systematic and hence does not offer an exhaustive overview of available research in the field. Nonetheless, we believe that we have considered a critical mass of studies that justifies the development of a quality checklist to support health and educational practitioners in the field of school-based programmes on healthy eating and physical activity. A further weakness may be that the included studies vary in their quality, which ranges from well-performed meta-analyses to reports of experience-based knowledge. However, we argued that quality outside the clinical setting is rarely focused on efficacy alone derived from high-quality studies. Rather, a broad perspective on quality is required which considers both, evidence based practice and practice based evidence. Finally, although our focus was on actions (the 'what') and processes (the 'how'), the results revealed a clear lack of information on implementation. To give an example: even if reviews and meta-analysis tell us that programmes with parental involvement are more effective than those without (the 'what'), we know little about how to ensure sufficient involvement of parents and families (e.g. what kind and what intensity of parental involvement is needed). Hence, in future research a stronger focus on implementation is needed.
Based on our literature search, three categories of quality features could be identified. The first category comprises features that proved to be important for all health promotion and prevention programmes ranging from a clear definition of the target group and goals over the availability of training to issues of implementation fidelity. The last issue of programme fidelity was especially found to contradict the adaptation needs of the school. The literature identified shows that core elements of the programme should be defined in order to avoid programme dilution. One example that meets this requirement is the 'A Stop Smoking in Schools Trial' (ASSIST; Holliday et al. 2009 ). The implementation of this programme includes a 'traffic light' system which categorizes its elements in red (essential element of the programme which should not be omitted), amber (omittable element if there are serious time constraints) and green (elements which aim at the enjoyment of the programme and can be omitted). In summary, the first category reflects the current state of the quality discussion in health promotion and prevention which has already found its way into several quality instruments available in the field (e.g. GEP, NIGZ, VIG 2005; Quint-essenz 2007) . However, our findings suggest that the thematic focus as well as the implementation setting pose further requirements which need to be considered by school-based programmes on healthy eating and physical activity. According to recent research, programmes that aim at the prevention of overweight are more successful, when e.g. focused on multiple components (combination of physical activity and healthy eating as well as individual and environmental measures), cooperating with partners outside the school setting (e.g. parents) or including aspects on mental health. With regard to the school setting, research clearly indicates that overweight, obesity and physical activity are linked to educational outcomes. Hence, school-based programmes on healthy eating and physical activity can not only have a positive influence on health outcomes but also on the educational success of young people. It is assumed that school-based programmes that highlight this linkage are more likely to be accepted and implemented within the school setting. The same holds true for programmes which prove to be compatible with the daily school routines and teaching/learning conditions. Surprisingly, the last two quality domains (thematic focus and setting focus) are rarely discussed within the quality debate which underpins the need for a more specific quality instrument.
The HEPS quality checklist, which is based on the results of the literature analysis, is such a specific quality instrument. Taking account of four quality dimensions (quality of concept, structure, process, and outcomes), this checklist comprises 37 specific and measureable indicators. Its strengths lie in its thematic and setting specificity. The HEPS quality checklist has been pilot tested in 7 EU member states with 15 stakeholders. Results revealed a good content validity and a high overall satisfaction. As already mentioned, the SHE project was realized in close cooperation with the Schools for Health in Europe (SHE) network. Within this process, the SHE coordinators from the 43 member states were seen as a key target group in implementing and disseminating all outcomes of the HEPS project. First results of the implementation of the HEPS schoolkit revealed that the HEPS inventory tool (which contains the HEPS checklist) has been read by a majority of the SHE coordinators (Simovska et al. 2012) . Moreover, the HEPS inventory tool has been translated into five languages and disseminated by half of the SHE coordinators in their country. In addition, the HEPS quality checklist has been adopted and transferred by EUprevent, a cross-border health promotion project within the Euregio Maas-Rhine Region (www.euprevent.eu). The adoption process included the development of an online-version of the HEPS quality checklist and its dissemination within the three participating countries (Germany, Netherland, Belgium) and five regions (region Aachen, province Limburg, Netherlands, a German speaking part of Belgium, province of Liège, and province of Limburg, Belgium).
However, in spite of these positive results, it remains open, how the checklist works in practice and whether it contributes to the quality development in the field of school health promotion. To evaluate this, a follow-up study should be conducted among the SHE national coordinators. Moreover, most quality instruments available in the field of health promotion and prevention do not provide sufficient information on their reliability, which includes the degree of agreement within one rater over time (intrarater reliability) or across different raters at a given time (interrater reliability). To increase reliability, the HEPS quality checklist contains detailed descriptions of each quality indicator. Whether these descriptions contribute to a shared understanding which in turn enhance interrater reliability, is currently being examined in a further research study. This study not only will provide information on the reliability but also on the feasibility of the scoring and evaluation system which has been developed on the basis of available scoring systems and the rich experiences of the entire HEPS project group. The research results will allow us to identity the existence of potential ceiling or floor effects but also to evaluate whether the different quality categories sufficiently discriminate between school-based programmes on healthy eating and physical activity.
